Over the last decade, the concept of the "complex patient" has not only been more widely used in multidisciplinary healthcare teams and across various healthcare disciplines, but it has also become more vacuous in meaning.
INTRODUCTION
Over the past decade, the concept of the "complex patient" has not only been more widely used in multidisciplinary healthcare teams and across various healthcare disciplines, but it has also become more vacuous in meaning. What do health providers mean when they talk about a complex patient? What makes this patient complex? When does this "label" apply and in what context? Increasingly, researchers seek to answer these questions because they recognize that a concept so central to clinical practice should not be left unexplored and undefined. Very little has been published on this concept per se, and only a few researchers (primarily in medicine) have been working on a conceptual definition of the complex patient to inform practice, research, and quality of care evaluation (e.g. see Safford et al., 2007) . This gap is the starting point for this paper.
Drawing on the literature published in health sciences (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) , the main objective of this paper was to engage with the process of concept clarification and, more specifically, to outline the chronological evolution of the concept and its surrogate terms. Concept clarification is deemed appropriate when a concept is being widely used without a clear, shared, and conscious agreement on its meaning and what it serves to describe (Meleis, 2007) . Understanding why the concept of the complex patient emerged, when it did, and how it evolved over time are vital steps in achieving a higher level of clarification. Identifying surrogate terms, such as comorbidity, multimorbidity, polypathology, dual diagnosis, and multiple chronic conditions, are also an essential part of this process.
Concept clarification is important because healthcare providers need to understand each other when they work with so-called complex patients. A clear, shared and conscious agreement on this concept can act as a needed bridge to assist clear communication in multidisciplinary care. For that reason, Peek et al. (2009) argue that clarifying this concept serves a very practical need and Mount et al. (2015) suggest that "accurately defining complexity is essential to create interventions to improve patient care" (P138). We argue that there is also an empirical and theoretical need to think critically about this concept and engage with the literature published in health sciences. Knowing what this concept entails and how it translates into practice is essential to the advancement of research. Moreover, exposing the theoretical underpinnings of this concept and its broader implications for our understanding of health, clinical care, care models, and the needs of complex patients are paramount in the current health care context.
METHOD
Concept clarification was well suited for this project because it offers a flexible process, focusing on inductive reasoning and taking into account contexts (including historical and disciplinary context), time, and surrogate terms (Meleis, 2007) . The objective of concept clarification is not to provide a definition, but instead to focus on the origins, evolution, use, and boundaries of a concept that remain ambiguous despite being widely used in clinical practice (Meleis, 2007) . As opposed to concept analysis, "concept clarification does not require the development of contrary cases, propositions, hypotheses, antecedents or consequences" (P375) (Meleis, 2007) . Hence, there is more flexibility in the presentation and discussion of the findings. Strategies include comparing and contrasting the use of the concept, identifying surrogate terms, examining assumptions, analyzing contexts, proposing questions, exploring multiple interpretations, and engaging in reflective analysis of the findings (Meleis, 2007) .
We conducted a literature search on Medline and identified 92 articles published between 2005 and 2015. Searching solely within Medline has been modeled within several previous searches in similar reviews of "comorbidity," "multimorbidity," and "multiple chronic conditions" (see van den Akker et al., 1996; Gijsen et al., 2001; Vogeli et al., 2007; Valderas et al., 2009) . Following a similar method, we used "complex patient," "complex" AND "patient," and "patient complexity" as key search terms. Abstracts of the first 500 articles (for each set of search terms) were reviewed to determine if they substantially engaged in defining, operationalizing, and/or reviewing the concept of the complex patient and surrogate terms, such as complexity, comorbidity, multimorbidity, polypathology, dual diagnosis, and multiple chronic conditions, producing 92 articles. We then reviewed the body of the 92 articles to ensure they discussed the concept or surrogate terms in detail, refining these articles further. Out of the 92 articles, 19 were selected based on this criterion. These 19 articles were mined for references that defined any of the surrogate terms. No date limitation was imposed on these reference-mined articles as long as they met the criterion. An additional 21 articles were generated based on the original sample of 19 articles, totaling 40 articles reviewed.
We approached this project by first recognizing that "concepts, once formulated and labeled, tend to shape and guide what we see, and they provide order to observations and experiences" (P371), producing shared understanding of situations and events (Meleis, 2007) . Before the concept of the complex patient came into use, healthcare providers did not see, define, think or talk about patients in terms of their complexity. The introduction of the concept of the complex patient in the 1990s gradually transformed the way healthcare providers: (i) understand and assign meaning in clinical situations, (ii) categorize certain patients who present certain characteristics and needs, (iii) engage with these patients, and (iv) organize their care. As such, we acknowledged that concepts are subject to change over time and are context dependent, taking on particular meaning when they are used in the academic literature or clinical practice (Rodgers, 2000) .
The analysis focused on similarities, differences, variations between contexts, changes over time, and tensions within the literature. Particular emphasis was placed on the chronological evolution of the concept and its relationship to surrogate terms. For this reason, the findings are presented along a chronological continuum. The relationship between terms is detailed in Figure 1 , while a list of the reviewed articles is found in Table 1 . 
A NEW WAY OF THINKING ABOUT HEALTH
The surrogate terms, namely comorbidity, multimorbidity, polypathology, dual diagnosis, and multiple chronic conditions, predate the concept of the complex patient. The introduction of the Cumulative Illness Rating Scale in 1968 marks the earliest time when multiple illnesses are deemed to require particular attention and assessment (see Linn et al., 1968) . The scale provided an early framing, conceptualizing multiple health conditions as part of an additive equation. From this point forward, iterations of surrogate terms proliferate, beginning first with comorbidity, then multimorbidity, polypathology, and more, eventually broadened by complexity science, thereby facilitating the emergence of the complex patient concept.
The term "comorbidity," first used in 1970, begins the discussion first in general practice medicine, and later, in gerontology and nursing (see Feinstein, 1970; Valderas et al., 2009 ). The term "multimorbidity" emerges shortly thereafter in German general medicine literature in 1976 (van den Akker et al., 1996) , followed by "polypathology" in the early 1980s in French and German medical literature (van den Akker et al., 1996) . Psychiatry promotes the use of "dual diagnosis" in New York around the mid-1980s (see Drake & Wallach, 1989) . Appearing significantly later, American internal medicine advances the concept of "multiple chronic conditions" in 2007 after the introduction of systems theory, complexity science, and social determinants of health, which challenge and stretch the biomedical scope, thereby promoting the uptake of "patient complexity" (Vogeli et al., 2007; Weiss, 2007; Werner et al., 2007) . In the following sections, we provide a more detailed description of the emergence of each term, based upon medical specialty and use.
Comorbidity
Feinstein is credited with first using "comorbidity" in 1970 in the context of American general medicine (van den Akker et al., 1996; Valderas et al., 2009 ). Feinstein's definition highlights the multiplicity of conditions and diseases; he argues that comorbidity is the "occurrence of medical conditions additional to an index disease" (P65) (as cited in van den Akker et al., 1996, emphasis added). An index disease, in this definition, refers to a method of conceptualizing disease interactions where one disease is at the center and other illnesses, conditions, or diseases are peripheral. Feinstein's articulation also highlights the differences between "diseases," "conditions," "disorders," "illnesses," and "health problems," suggesting that the layering of these terms in general and academic use calls for closer attention. At this time, the argument that general practice physicians are the specialists of patients with complex medical needs begins to take shape. However, beginning around the late 1990s, nursing literature also engages with the term comorbidity, defining it as "cooccurring diseases," including Hepatitis C (HCV), depression, addictions, and so on (Spirig et al., 2005) . "Illness factors," such as progression, severity, and multiplicity of HIV disease and symptoms, along with "diseases" are central in the nursing definition rather than the additional medical conditions that Feinstein concentrates on.
Gerontology is another field that takes up comorbidity, highlighting the interconnections and differences between "comorbidity," "disability," and "frailty" (Fried et al., 2004) . Fried et al. (2004) explain, "comorbidity could be viewed as an interface between a geriatric paradigm of health and the more traditional medical definition of disease" (P258). Their approach to health is not as focused on abolishing disease, but helping people to live with their changing and aging bodies. Fried et al. (2004) state "comorbidity should, theoretically, involve interactions between any 2 conditions, even of clinical and subclinical diseases with impairments or physiological biometers" (P258-259); this highlights the specialty's focus on adaptive medicine rather than disease control. A geriatric use of comorbidity asserts that not only disease and conditions influence care, but so do symptoms, impairments, and burden of illness.
The term comorbidity highlights the numerous ways different medical specialties privilege various aspects of health care. First coining the term, general medicine tends to highlight medical "conditions" along with "disease" in an additive model in which disease conditions and illnesses are layered on top of one another. Nursing and gerontology, on the other hand, also concern the effects of "symptoms" and "impairments," as well as their interactions with diseases, while keeping in mind the daily life implications on the patient. This variation points to a general difference in understandings of health and approaches to care. The meaning shifts and affects the focus depending on which field engages with comorbidity.
Multimorbidity
"Multimorbidity" is first used in German general medical practice literature in 1976 (van den Akker et al., 1996) , and is generally used to describe the presence of multiple diseases in one individual (Valderas et al., 2009) , as opposed to Feinstein's comorbidity definition of an additional disease along with an index or primary disease. Accordingly, the multimorbidity terminology allows for diseases to have equal weight and interaction. This distinction between comorbidity and multimorbidity highlights one difference in examining patient complexity, as both these terms emerge relatively parallel in American and German general medical practice literature. In Dutch general practice medicine, van den Akker et al. (1996) widen the multimorbidity definition further to include both chronic and acute conditions, highlighting another point of tension in the dialogue of complexity. They also emphasize discrepancies of age associated with multimorbidity. With an already heavy emphasis on elderly people with chronic conditions in the literature, they caution against conflating chronic conditions with old age. Similarly, Mercer et al. (2009) emphatically state, "multimorbidity is not just a condition of old age" (P79), thus reaffirming its place in general medicine and broadening its scope to include psychiatric conditions.
From yet another perspective, the field of internal medicine defines multimorbidity as having two or more chronic illnesses (Noël et al., 2007) . With a focus on veterans or elderly patients, they use multimorbidity as a synonym for "multiple chronic illnesses" and "multiple co-occurring chronic illnesses," emphasizing the interaction of various health conditions. In addition, they argue that the "concept of a principal diagnosis is not transferable to internal medicine and general practice" (P363) (Nardi et al., 2007) , paralleling the use of multimorbidity in general medicine. This rejection of a principle diagnosis stands in contrast to the primacy of an index disease characterizing comorbidity. Yet Nardi et al. (2007) highlight the concern of multimorbidity with the "total burden of all concurrently occurring pathological processes" (P360), but curiously exclude socioeconomic factors, lifestyle, access to health care, and disability. At that point in time, social, political, and economic factors remain outside of the scope of multimorbidity.
Given this background, multimorbidity extends the concept of comorbidity through the inclusion of interacting health concerns, including psychiatric diagnoses and impairments. Until recently, "multimorbidity" expressed the tensions between the primacy of acute and chronic conditions, articulated the conflict about age in patient populations and its importance in describing those with chronic conditions, and marked claims of medical specialty. In support of van den Akker et al. 's (1996) definition of multimorbidity, Radner et al. (2014) distinguish multimorbidity from comorbidity, suggesting that the former does not define an index disease and "all morbidities are regarded of equal importance" (P252). Further, they argue "multimorbidity, therefore, constitutes a more generic, patientcentered concept… [and] takes into account all aspects of a patient's condition, including the potential disease interaction and potential pathophysiological links-a broader concept than comorbidity alone" (P252). Similarly, the European General Practice Research Network recently created a research agenda focused on multimorbidity, in which they affirmed that "[multimorbidity] is closely related to the biopsychosocial model," which uses "a more holistic and goal-oriented approach [where] the aim would be to place the exchange with the patient at the center of the clinical consultation process rather than allocate it a supporting role" (P6) (Le Reste et al., 2015) . These most recent uses of multimorbidity highlight the combined interaction between diseases (rather than just the sum of individual afflictions); focus on chronic conditions that impact patient treatment, functioning, quality of life, morbidity, and mortality; and situate it as a holistic, patient-centered approach useful across subspecialties (Radner et al., 2014) .
THE RISE OF COMPLEXITY SCIENCE
Although "complexity science" is not a surrogate term for the complex patient, it has greatly influenced its conceptualization. Around 1980, influenced by systems theory, complexity science shifts understanding of the relationships between disease, people, environments, and health care. Nobel Prize winner Prigogine's concept of complexity "refers to systems that work nonlinearly, with multiple scale dimensions, in network dynamics, and in a probabilistic nature" (P606) (Olde Rikkert et al., 2012) . Applying this understanding of complexity to health and health systems alike has resulted in a broader understanding of health and its various components beyond the biomedical sphere. Showcasing not only how medical conditions work within the body, but viewing a person within a diverse and complex range of social and environmental relations affects biomedical, physiological, psychological, and chemical components within patients. Social relations and the environment are now seen as impacting on health care in directly tangible ways. Complexity science ruptures a way of thinking in medicine that is linear, distinct, and predictable, opting to view health as dynamic, interacting, and contextual (Martin & Félix-Bortolotti, 2010) . This vision of health fosters the emphasis of interactive understanding of disease, illness, symptoms, and environments, emphasizing ideas already articulated in nursing and gerontology literature on comorbidity and biomedical literature on multimorbidity. Complexity science also gives rise to the terms "polypathology," "dual diagnoses," and "multiple chronic conditions."
Polypathology
First used in the early 1980s in French and German medical literature, "polypathology" or "polymorbidity" highlight the interactions between medical conditions (van den Akker et al., 1996) . German studies locate polypathology as a phenomenon of old age infirmities or complaints, whereas French medical literature views polypathology as co-occurring "conditions that are related to one another" (P67) (van den Akker et al., 1996) . This idea of interacting complex medical conditions in polypathology differs from the focus noted in comorbidity.
Dual diagnosis
"Dual diagnosis" is a term used primarily to refer to people with two psychiatric diagnoses, mainly mental illness and problematic substance use (Buckley, 2007) . With the first treatment program opening in 1984 in New York City, the idea of providing health care to treat both issues concurrently revolutionized treatment for people caught between mental health care facilities and substance use treatment programs. In promotion of this stance, Buckley (2007) argues that the "provision of an integrated dual diagnosis treatment plan offers the best chance of achieving stabilization of the initial illness as well as abstinence from the addiction." (P61) Although dual diagnosis primarily focuses on psychiatric conditions and substance use, the idea of treating and attending to both health concerns at the same time contributes to discussions of complexity in health care.
Multiple chronic conditions
Chronologically speaking, there is a significant gap in time between the concepts of "dual diagnosis" and "multiple chronic conditions" that proliferate in American internal medicine research in 2007 (Vogeli et al., 2007; Weiss, 2007; Werner et al., 2007) . In the literature reviewed, this latter term is solely expressed in internal medicine. It seems to act as a synonym for multimorbidity, disregarding its earlier use in the field. Defined as "having more than one chronic condition" (Vogeli et al., 2007, p. 392) , multiple chronic conditions are "more than a simple count of comorbidities" (P1207) (Werner et al., 2007) . They are amplified comorbidities, comorbidities plus severity (Werner et al., 2007) , and "medical/biological/genetic, socioeconomic, environmental, cultural, [and] behavioral" (P375) in nature (Weiss, 2007) . "Multiple chronic conditions" revises "multimorbidity" by focusing on the degree of symptoms as well as larger systemic factors, merging understanding of health conditions, illness, and disease with systems theory.
THE SOCIAL DETERMINANTS OF HEALTH ERA
Beginning roughly in the mid-1990s, literature on the social determinants of health more fully integrated the social, economic, and political aspects of life into health, making way for the concept of the complex patient to emerge. Influenced by systems theory, health became situated within larger sociopolitical structures in which health and social policy and planning, along with economics and politics, impacted on population and individual health status. Social determinants of the health framework reframe health problems within social relations, requiring remedy to unhealthy sets of social arrangements rather than improving health solely on an individual and biological level (Marmot, 2005 ). For example, child poverty and housing now become part of a boarder understanding of health. The scope of social determinants of health also expand beyond local geography and national borders to reflect global health. The World Health Organization (2008) argues that the "poor health of the poor, the social gradient in health within countries, and the marked health inequities between countries" are not "a 'natural' phenomenon but the result of a toxic combination of poor social policies and programmes, unfair economic arrangements, and bad politics." (P2) The concept of social determinants of health ruptures notions of "naturally occurring" poor health in particular demographic populations, rejecting essentializing rationale by asserting structural causes of illness.
Social determinants of health are a foundational concept in "patient complexity," setting it apart from earlier iterations. While accounting for social relations in health significantly challenges the pervasiveness of the biomedical model, social determinants of health arguably advance the construction of the complex patient. With the emergence of social determinants of health, patients can now be defined beyond their biology. As "health" now must account for these multiple social, economical, political, and environmental factors, a revised understanding of the patient also must parallel this jump in medical conceptualization. This refashioning of the patient now promotes a vision of a patient who not only has various health conditions, but who also lives in the world, is situated in multiple social relations, be they familial, community, or societal, with certain access to health care and housing, and has mental health and immigration statuses, all affecting their health. Enter now the "complex patient."
THE COMPLEX PATIENT: A NEW CONCEPT IS BORN
Bringing together this array of terminology, there is no agreed upon criteria for who comprises nor a definition of complexity or the complex patient (Nardi et al., 2007; Werner et al., 2007; Whittle & Bosworth, 2007; Peek et al., 2009; Valderas et al., 2009; Grant et al., 2011) . However, what is notable across the literature reviewed is that social determinants of health and complexity science (or system theory) enabled the birth of a new concept -the complex patient. Social determinants of health and systems theory are operationalized in divergent ways across disciplines and fields, emphasizing changes in scope, which are then incorporated into understanding, treating, and caring for the complex patient. Internal medicine, gerontology, nursing, general medicine, and ambulatory care all speak to and about patient complexity. Complexity promotes a wider perspective of health by expanding the focus on biology to include the environment and social relations.
Complexity varies in its articulation regarding what exactly is complex about the patient. Social determinants of health, as articulated in internal medicine and gerontology, name socioeconomic, cultural, biological and genetic, environmental, and behavioral aspects of individual health as sites of complexity (Safford et al., 2007; Loeb et al., 2012 Loeb et al., , 2015 . Nardi et al. (2007) define complexity as it relates to patients as "an alternative model in which illness (and health) result from complex, dynamic, and unique interactions between different components of the overall system." (P362) They further argue that complexity results from the "intricate entanglement of two or more systems (e.g., body-disease, family-socioeconomic status, therapies)" (P362) (Nardi et al., 2007) . Yet more limited engagements cite the individual patient as the source of complexity (Peek, 2009; Loeb et al., 2012 Loeb et al., , 2015 . Indeed, also present is the idea that complex patients are not only medically challenging, but that the "difficult patient started off as complex" (P18) (Peek, 2009 ). Peek articulates that not only does complexity reflect the patient and their broader health situation, but it also encompasses the healthcare providerpatient dynamic, or rather the physician's view of the patient, as Loeb et al. (2012 Loeb et al. ( , 2015 suggest. Further, Loeb et al. (2012 Loeb et al. ( , 2015 discuss the complex patient in direct relation to primary care physician's challenges in providing their patients care. They argue that primary care internists articulated that the complexity of care was impacted by physicians' characteristics (medical knowledge, clinical experience, and communication skills), patients' characteristics (type and acuity of mental illness and communication style) and the clinical context (lack of resources, separation of mental and physical health care, and the American healthcare system) (Loeb et al., 2012 (Loeb et al., , 2015 . Loeb et al. (2015) conclude that the 15 physicians in their study most closely align their definition of the complex patient with Peek et al.'s (2009) : "the person-specific factors that interfere with the delivery of usual care and decision-making for whatever conditions the patient has" (P453-454).
Challenges of defining complexity across various fields not only prove problematic for comparison, but also hinder care for those deemed complex. Although earlier iterations of surrogate terms that capture some level of patient complexity, most commonly and significantly comorbidity and multimorbidity, also highlight tensions regarding definition, "patient complexity" does little to resolve these discrepancies. However, two consistencies do appear throughout the articulations of patient complexity across all literature: the crediting of systems theory or complexity science, and the incorporation of social determinants of health. The concept of the complex patient integrates systems theory by widening the scope of health issues beyond the patient's physiology to see the person as part of complex systems. While these systems can be limited to care provision and therapy, they can also be as broad as sociopolitical spheres, which structure economic relations resulting in poor population health. Similarly, social determinants of health can be understood as narrowly as individual emotional, psychological, and behavioral attributes, or much broader as unstable housing and poverty issues of a systemic nature. Although both systems theory and social determinants are articulated in the complex patient, thus emphasizing the interrelatedness of the issues complex patients face, the source of the complexity varies incredibly from the individual patient to global sociopolitical inequities.
Notably, there are several articles that wrestle with the concept of the complex patient and the range of surrogate terms present in the literature. Likely because of its relatively early publishing in 1996, van den Akker et al. restrict their review of terms to comorbidity, multimorbidity, and polypathology, focusing on general medicine. Fried et al. (2004) limit their review to comorbidity, frailty, and disability to examine the relationships between these conditions in geriatric medicine. Nardi et al. (2007) engage in differentiating between comorbidity and complexity in internal medicine, articulating complexity as "comorbidity plus," as discussed earlier. Valderas et al. (2009) define comorbidity while reflecting on related terms of multimorbidity and dual diagnosis, and also provide a useful visual representation of the relationships between comorbidity, multimorbidity, morbidity burden, and patient complexity. This diagram shows that patient complexity encompasses all three former areas, including index diseases, gender, age, frailty, and other health-related and non-health-related individual attributes. Simply, they argue that patient complexity is the "overall impact of the different diseases in an individual taking into account their severity and other health-related attributes" (P137) (Valderas et al., 2009) . Most recently, Mount et al. (2015) conducted an action research study to "enhance an explicit understanding of complexity," (P137) where they identified that neither multiple diagnoses nor mental health issues were determining factors in primary care physicians' categorizations of complex patients. Rather, they found that physicians labeled patients complex if they "required excessive" attention and were not "able to effectively participate in their personal care" (P137). The complex patient can encompass a broad spectrum of contextual factors, not limited merely to the scope in health.
The literature most consistently reflects descriptions of the ambiguous complex patient. These accounts include an employed middle-aged African American man who is recovering from a heart attack and recent diabetes diagnosis with great health care and a supportive family (Safford et al., 2007) ; an American truck driver with type 2 diabetes who smokes, with no medical coverage (Cook et al., 2008) ; a younger woman who has significant weight loss, diarrhea, marital stress, and lupus (Latour et al., 2007) ; and a patient co-infected with HIVand HCV who also has depression and uses injection drugs (Spirig et al., 2005) . These case examples underscore the range of who is a complex patient. Katerndahl et al.'s (2010) study exemplifies how misunderstandings about the complex patient can erode the concept to a point of triviality. Our analysis delineates the similar and divergent ways this concept is operationalized in the healthcare literature. The way it has been framed has changed over the years, but the need to better understand why some patients are more complex than others remains.
DISCUSSION
The findings presented above have important implications for practice, research, and theory. The concept of the complex patient is widely used in clinical practice, yet its use is rarely if ever called into question in nursing and allied health disciplines. By this, we mean that the situational, relational, temporal, sociocultural, and clinical contexts in which the concept is relevant, effectively used, and applied in various situations has not (to our knowledge) been critically examined in health sciences. So far, attention has been placed on introducing a range of surrogate terms that all point to some level of complexity without an in-depth analysis of complexity itself and what it means in clinical practice. In light of our findings, we argue that it is essential for nurses and allied health professionals to consider the ways in which the concept of the complex patient informs their practice, structures their interventions, shapes the conceptualization of health and illness, and assigns particular meaning to attitudes, behaviors, and relationships. We also underscore the importance of having a clear and shared understanding of the concept in multidisciplinary healthcare teams as its meaning varies so widely across disciplines. Furthermore, it is important to explore the conflation of the "difficult" and "complex" patient, as well as its implications for practice. From a practice standpoint, additional work should be undertaken to better understand the needs of complex patients, as well as the needs of health professionals who provide care to such patients. As such, efforts should not only be focused on gaining more conceptual clarity about the complex patient, but they should also take into account the ways in which complexity presents itself in practice and to what extent health professionals feel prepared, equipped, and supported to address this in practice. This could be achieved through research or other innovative approaches, such as case report comparison and analysis. This approach has been used by the McGill Primary Health Research Network to explore the needs of complex patients and interventions suited for these patients.
1
These research-oriented articles highlight the numerous scales used to assess comorbidity (i.e. Charlson comorbidity index, Greenfield Index of Coexisting Disease, Geriatric Index of Comorbidity, Kaplan-Feinstein Index and Adult Comorbidity Evaluation, and Incalzi Index), to measure impairment resulting from numerous illnesses (i.e. Cumulative Illness Rating Scale), as well as to gauge illness burden (i.e. Total Illness Burden Index). With the goal of improving care, these scales seek to become more precise assessment tools. The articles reviewed also reflect aims to improve quality of patient care (Werner et al., 2007) , advance diagnosis and treatment (Fried et al., 2004) , facilitate better symptom management (Spirig et al., 2005) , reduce the costs of patient care (Vogeli et al., 2007) , maximize treatment plans (Safford et al., 2007) , advocate for integrated care for persons not diseases (Peek, 2009) , improve coordinated care decision- (Latour et al., 2007) , assess risk (Rosen et al., 2003) , and "reimburse providers appropriately for their care" (P144) (Mount et al., 2015) . With varying levels of specificity (along with degrees of success), these scales maintain a certain level of conceptual confusion around the concept of the "complex patient. Qualitative research could help provide more clarity on this concept and examine how we should define the complex patient. Interviewing health professionals and asking them about their views of complexity, their experience with complex patients, and the challenges they face in practice could also provide rich information on which to build future research and interventions. Scoping or systematic reviews could also provide important insight into the studies published on patients with complex care needs and could help identify potential interventions -including interventions directed at health professionals. On this particular point, it will be interesting to read the outcomes of a participatory systematic mixed studies review, which is currently being conducted by Pluye et al. (2014 Pluye et al. ( , 2015 at the McGill Primary Health Research Network. Conducting Wilsonian concept analysis could also be valuable to the empirical development of the complex patient as a concept (Rodgers, 2000) . Because this particular approach focuses on the essential characteristics of the concept, it could provide a solid conceptual foundation for future research.
The concept of the complex patient has emerged out of the ongoing integration of healthcare services and changes in conceptualizing health care needs, yet who the complex patient is remains largely unclear. Previous incarnations of the concept fail to reflect these changes in scope, fields, and systems, but continue to be used synonymously, wreaking havoc in patient care models which involve social, environmental, psychological, and political aspects, thus reasserting the privilege of biomedicine in healthcare provision. Yet the incorporation of social determinants of health into biomedical models of health care facilitates a broader approach to health care often advocated by nurses and social workers alike. Systems theory and complexity science continue to push biomedical understanding of interrelatedness and connections, both laterally and hierarchically, significantly influencing the concept of the complex patient. Our analysis reinforces the importance of drawing on these theories to further our understanding of the complex patient as a key concept in nursing and health sciences. Furthermore, it points to the importance of exploring and engaging more deeply with the concept itself and to potentially identify new theoretical avenues to think about complex patients. This could lead to the development of middle-range and situation-specific (or practice-based) theories, which are known to contribute to both research and practice. 
CONCLUSION
This paper offers an analysis that contributes to the clarification of the concept of the complex patient. It chronologically outlines the uptake of various surrogate terms emphasizing their definitions, foci, and uses in various disciplines and specialties. To conclude, this paper delineates the similar and divergent ways the concept of the complex patient is operationalized in healthcare provision. Contrary to assertions in biomedical literature, this article posits that "patient complexity" as a phenomenon is not necessarily increasing, but rather how biomedical literature frames the complex patient is more prominent and widespread based on the term's malleable use. While discrepancies regarding definitions exist among surrogate terms, they do attempt to formulate working definitions with some consistency, unlike how the complex patient is operationalized. Definitions of the complex patient range from absently retrospective guesses (Katerndahl et al., 2010) to detailed arguments distinguishing it from comorbidity (Valderas et al., 2009) . Precursors to patient complexity are not synonyms of this unique concept as its use of systems theory and social determinants of health is distinctive. With the integration of these more holistic understandings of health into biomedical literature, the complex patient emerges. Although patients deemed as complex exist, their emergence and prevalence in the biomedical literature may simply reflect a broadening of scope within health care rather than a new kind of patient.
